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Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological
waell-being of the resident, in accordance with
each resident's oo?prehensive resident care Alls A
plan. Adequate and properly supervised nursing chment

care and personal care shall be provided to each Statement of Licensure Violations
resident to meet the total nursing and personal
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care needs of the resident.

5) All nursing personnel shall assist and
encourage residents with ambulation and safe
transfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable level of functioning.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken
to assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents

These requirements are not met as evidenced by:

Based on observation, record review and -
interview, the facility failed to implement
progressive interventions and provide supervision
to preverit falls for 3 of 7 residents (R34, R55,
R138) reviewed for accidents/supervision in the
sample of 39. This failure resulted in R138 falling,
hitting his head, and being sent to the Emergency
Room (ER). R138 sustained multiple intracranial
hemorrhages including intraparenchymal
hemorrhage in the left temporaf region with
subarachnoid blood that caused death.

Findings include:
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1. On 4/17/2020, R138 was admitted to the facility
with the following diagnoses: hypothyroidism,
COVID-19, hypertension, dementia without
behavioral disturbance and major depressive
disorder.

R138's Morse Fall Scale, dated 7/20/2021
documents he was high risk for falls.

R138's Minimum Data Set (MDS), dated
7/24/2021, documented R138 had severely
cognitive impairment. R138's MDS documented
his balance was not steady, only able to stabilize
with staff assistance when walking, moving from
seated to standing position and turning around.
The MDS documented R138 required limited
assistance of one person for transfers and
ambulation. The MDS documented R138 utilized
a walker and had no falls.

R138's Late Entry Incident Note, dated 8/8/2021
at 9:23 AM documents "res (resident) was
agitated this morning before breakfast. Res
pacing with walker up and down C Hall. Res
redirected several times and unwilling to sit down
or go back to bedroom. Res was standing against
the wall at the top of C Hall. This nurse heard a
loud noise and noted that res was laying on the
left side on the floor where res had been
standing. Assessed res and no injuries noted.
Vitals stable at 110/68; P80; R 16; T 96.7; 02
100%. Res denies pain and denies hitting head,
but this nurse started neuro checks because fali
was not witnessed and unsure if resident actually
hit head. Called and left message for POA (Power
of Attorney) to call facility. Res resting in bed at
this time."”

R138's Care Plan, dated 9/1/2021 documents he
was at risk for falls/contractures R/T (related to)
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